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Results

Background
• Kikuchi-Fujimoto disease (KFD), also known as Kikuchi histiocytic
necrotizing lymphadenitis, is a rare and poorly described disease
characterized by tender lymphadenopathy and low-grade fever [1].

Table 1. Patient’s lab results on admission, day 6 of her hospital stay, and discharge.

• The patient was admitted to the ICU, and improved neurologically
with an intravenous dextrose drip.
• She had persistent pancytopenia, low-grade fever, and tender axillary
lymphadenopathy.

• KFD was first described in 1972, with only a limited number of cases
reported [2-3].

• Infectious workup for TB, HIV, HSV, EBV, and parvovirus B-19 were
negative.

• Although KFD was initially thought to predominantly affect women
with a male-to-female ratio of 1:4, recent studies have shown a
significantly more equal gender distribution with a male-to-female
ratio of 1: 1.26 [4-5].

• Her bone marrow biopsy (Figure 1) revealed iron-deficiency anemia,
while excisional axillary lymph node biopsy (Figure 2) showed
extensive necrosis consistent with KFD.

• The etiology of KFD remains largely unknown, with loose and poorly
described association with previous viral infections and autoimmune
diseases [1,6].

• She was treated with supportive care. Her neutrophilic fever
resolved, and she was discharged home after 48-hours of remaining
afebrile.
• Six months after her hospitalization, the patient remained well, and
her complete blood count showed no abnormalities.

Objective
HPI: A 30-year-old female with a history of RA, DM-1 on insulin, and
Hashimoto’s hypothyroidism was brought to an emergency
department (ED) in Houston after a generalized tonic-clonic seizure
and loss of consciousness. According to her family, the patient felt
fatigued several days before her seizure and complained of painful
right axillary lymphadenopathy and low-grade fever, and night sweats
for two weeks. She had no pets or recent travel history. The patient
was diagnosed with RA three years ago. She was treated with weekly
etanercept injections for one year, with her disease in remission until
three months prior to her hospitalization when she lost her insurance
coverage.
PE: Febrile with a temperature of 104.0 F, tachycardic, tachypneic,
lethargic, disoriented, had oral thrush, prominent right axillary
lymphadenopathy, and mild hepatomegaly but no splenomegaly.

Discussion

Conclusion
• Due to the non-specific clinical features and laboratory findings of
KFD, it is commonly misdiagnosed as infectious, autoimmune, or
malignant lymphadenitis, leading to excessive diagnostic tests and
unnecessary treatments.
• Physicians need to be cognizant of KFD and consider it in young
patients presenting with tender lymphadenopathy, low-grade
fevers, and leukopenia.
Figure 1. Bone-marrow biopsy showing a normocellular bone marrow with trilineage hematopoiesis,
mildly left shifted granulopoiesis and polyclonal plasmacytosis, along with decreased iron stores. There is
no evidence of increased blast cells, significant dysplasia or lymphoproliferative disorders observed.

• To our best knowledge, this is the first reported case of a patient
with concurrent RA, Hashimoto’s hypothyroidism, and KFD.
• This report elucidates the autoimmune nature of KFD and its
association with other autoimmune diseases.

Pertinent Lab Abnormalities: (see Table 1)
• Hypoglycemia, elevated creatinine kinase (CK), lactic acidosis
(LA), leukopenia, and microcytic anemia
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Imaging:
• CT scans of the head, chest, abdomen, and pelvis showed multiple
enlarged lymph nodes in the neck, superior mediastinum, and
axilla.
• CT-angiogram of her chest showed moderate interstitial edema,
bilateral pleural effusions, small pericardial effusion, peri-aortic
lymphadenopathy, and mild hepatomegaly.
Figure 2. Patient’s right axillary lymph node biopsy hematoxylin and eosin (H&E) stain showing the
presence of necrosis with nuclear debris, apoptotic bodies, and scattered clusters of foamy macrophages
with palisading macrophages at the edge of the foci of necrosis. There is no evidence of lymphoma or an
infectious (viral, fungal or bacterial) process identified, with a final diagnosis of Kikuchi-Fujimoto
lymphadenopathy and an alternative differential diagnosis of systemic lupus erythematosus.
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